C7Cnical Section 483 (esophagus laid on it, and then an end-to-side anastomosis performed using interrupted, fine silk sutures, closely placed, throughout in two layers. A few' sutures were inserted in the diaphragm but so that a finger could still be passed alongside. An intercostal catheter was connected to a waterseal bottle. Two pints of blood were transfused during operation. Condition at end of operation was very good. Pulse 84.
Progress.-Two days after -operation she started regurgitating some "black fluid" every time she coughed, which proved to be stale blood and gastric contents (16 oz. residue) and caused some anxiety. It appeared that the post-operative eedema was enough to occlude the hole left in the diaphragm. It was treated by gentle suction and washing out through Ryles tube twice a day. On the fifth day, to spare her veins, a jejunostomy was done under a local anaesthetic and the opportunitv taken to feel the gap in the diaphragm. It was not unduly tight. However a large catheter was passed up into thoracic stomach, with its lower end in duodenum. This helped to keep the dilated upper chamber drained till the stomach regained its tone. The gastric contents steadily became cleaner, the emptying was studied by small barium swallows and as soon as it was satisfactory-on the ninth day-she was allowed to take fluids ( fig. 2 ). The drainage from the pleura'was only 3 or 4 oz. in all and the intercostal tube was removed after two weeks as the discharge was clean. The jejunostomy tube was taken out after three weeks. She got up on the seventeenth day.
Her wounds healed by first intention. Discharged on August 20, 1944, taking full ordinary diet, the only injunction being to avoid hard or too bulky food.
She has remained very well with no night regurgitation. She does her ordinary housework. History.--Always a healthy man until four months before admission, when he began to get difficulty with swallowing.
On admission.-A wasted, rather pale man, who could only swallow fluids. Investigations.--X-ray: Neoplastic stricture of middle third of aesophagus at the level of the bronchus (fig. 1 ). CEsophagoscopy (I.L.) August 5, 1944: A carcinomatous stricture at 32 cm., papilliferous, reasonable lateral mobility. Histology: Squamious carcinoma.
Operations.-I. August 7, 1944: Preliminary laparotomy. No secondary spread. Therefore the upper half of the stomach was mobilized. A Witzel jejunostomy with a 12 catheter completed this short operation. By August 20 he was unable to swallow anything.
1I. August 28, 1944: Transpleural cesophagectomy under ether and oxygen anwsthesia, intratracheal tube, CO2 absorber (Dr. Faux). The right 6th rib was removed. The growth was found to extend from just below the vena azygos major for 2'/2 in. distally.
Several lymphatic glands were involved. The gullet was dissected free down to the diaphragm. The cardia and fundus and finally four-fifths of the stomach, with attached omentum, were brought up into the right pleural cavity. The cesophagus from vena azygos to cardia was resected and the gap in the stomach closed. After preparing a "gastric bed" to take the cesophagus, and fixing it securely high up along the posterior mediastinum with multiple sutures, the stump of the gullet was anastomosed end-to-side' to the fundus. Condition at the end of operation was good.
Progress.---Two days after operation some cedema developed at the bases, which cleared Up after a pint of concentrated blood serum. (Blood protein had fallen to 5-5%.) For the first fortnight he was only allowed s~weets or ice by mouth. The jejunostomy was ample for his sustenance-lie was getting milk and glucose, 4 to 6 pints a day, by this route. From the second day a Ryle's tube was passed into his stomach daily, the contents aspirated and gently washed out. On the fourteenth day he began feeds by mouth, increasing steadily as gastric emptying was shown to be good by X-rays. He was allowed to get up from the seventh day and was walking downstairs'and into the garden on the twelfth day. The intercostal (train gave no trouble and was left out at the end of two' wveeks. There had been only slight infection by B. pyocyaneus. On discharge he had a good appetite, was able to eat anything without discomfort and was putting on weight. Condition now good, has gained 34 lb. (fig. 2 ). No regurgitation. (1) Mrs. A. F. G., aged 53. Admitted 5.11.43. Hard tumour in upper part of parotid, not circumscribed. History of a swelling in right side of face for one year, gradually increasing in size; swelling and pain. 9.11.43: Gland resected under intratracheal gas, oxygen and trilene (Dr. Helen Barnes), and a rubber tissue drain inserted for fortv-eight hours.
Convalescence uneventful, but there was a considerable degree of facial palsy. A facial splint was applied and electrotherapy given. Complete recovery in six months.
Report on section (Dr. Roland John): Lipomatosis and atrophy of parotid and salivary gland.
(2) Mrs. E. R., aged 44. Admitted 31.12.43 with history of nine weeks' swelling in the parotid; no pain on mastication. Tonsillectomy in 1930. Swelling of the upper cervical glands had preceded the occurrence of the tumour.
Onz examination.-A very hard, fixed swelling in the position of the pre-auricular gland, about the size of a cherry. B.P. 180,' 100. Chest X-ray: Negative for tuberculosis. Cervical glands not enlarged.
At operation (4.1.44) a tumour the size of a hazel nut was found in the substance of the parotid, and the whole gland was completely excised. The wound was drained and convalescence was uneventful.
On section the tumour conltained thick green pus. Report (by Dr. Roland John): (1) Caseous tuberculosis of lymphatic glands lying in relation to serous salivary gland. (2) Slight fatty atrophy of otherwise normal serous salivary gland.
The caseating gland belonged to the intraparotid group, and was in relation to the external carotid artery. Facial paresis was present after operation, but responded to the same treatment as Case (1).
(3) Mrs. L. W., aged 39. Admitted 29.1.44, complaining of a swelling which had been present since influenza just after Christmas. The tumour had been increasing in size, was tender on pressure and fixed. Cervical glands not enlarged; occasional rise of temperature to 99%. Chest X-ray negative for tuberculosis, but the condition was thought to be tuberculous.
Operation ( This case would, very probably, have recovered without operation, but in view of the history, operation was thought to be advisable if the facial nerve could be preserved.
